scars that co-mediate type 4 hypersensitivity of PMLE. Paucity of melanin in the hypopigmented scars and the consequent focal reduction in photo-protection may also be contributory. Nonetheless, we need to probe deeper to fully understand the pathophysiology of this distinctive phenomenon -"scar PMLE".
Perforating granuloma annulare in a young male following application of the tattoo Sir, Perforating granuloma annulare (PGA) is a very rare subtype of granuloma annulare (GA), reported on the extremities of children and young adults. [1] [2] [3] This variant has a chronic course, and isolated cases have been reported in association with diabetes mellitus, tuberculosis, rheumatoid arthritis, HIV/ AIDS and herpes zoster infection. [3] [4] [5] It is characterized by a well-demarcated, annular lesion consisting of papules of 1-5 mm (most are umbilicated), with perforation in their centres. Pustular lesions and scars may be found. Lesions are usually located on the extremities but may also appear in other regions of the body. [6] A granulomatous reaction pattern resembling PGA within the confines of a tattoo, is a very rare finding, and only two such cases have been reported in English literature. [7, 8] A 24-year-old male developed an asymptomatic annular erythematous plaque on dorsum of his right hand 2-3 months after tattoo application. There were no systemic complaints. On closer examination, tiny papular lesions were seen all over the site of tattoo application, many of them having central plugs. There was a gradual increase in induration and thickness of the plaque, which covered almost all of the tattoo mark [ Figure 1 ]. The patient received three sittings of intralesional triamcinolone (10 mg/ml) and topical steroids over a period of 1 year. With this treatment, there was 20-30% decrease in thickness of the lesion. A clinical diagnosis of PGA was suspected.
Biopsy taken from the lesion revealed a granulomatous reaction in the dermis consisting of palisading histiocytes around an aggregate of necrobiotic collagen. Surrounding dermis showed perivascular chronic inflammatory cell infiltrate comprising of lymphocytes and few plasma cells. Multiple step cuts revealed a defect in the epidermis through which the degenerated collagen was seen coming out [ Figure 2 ]. The collagen fibers were seen oriented vertically in the dermis on Masson's trichrome stain. Special histochemical stains did not reveal any organism. Based on the clinical presentation and histopathological findings, a diagnosis of PGA was made.
Cutaneous reactions to tattoo dyes cmay be classified into three categories: Inoculative/infective, coincidental lesions, including tumors, and allergic/lichenoid/granulomatous reactions. [7] Most of the cutaneous hypersensitivity reactions to exogenous tattoo pigments can be classified as lichenoid or granulomatous. [9] An extensive literature search revealed only two prior cases of a PGA -like reaction, which were confined to the area of the tattoo. [7, 8] Although PGA forms a subtype of GA, the age distribution and the localization of lesions clearly differ. Patients with GA present with a single lesion in more than 50% of cases, while this presentation accounts for only 9% of patients with PGA. [2, 10] The etiology of this type of cutaneous response is unknown, but is most likely due to a delayed-type hypersensitivity reaction, to either the pigment or its carrier solution.
Histologically, epithelial atrophy and perforation could be explained by the expansive growth of the necrobiotic granuloma that is located superficially in the dermis with the transepithelial elimination of the degenerated dermal collagen. [1] Clinical differential diagnoses, include papulonecrotic tuberculid, sarcoidosis, molluscum contagiosum or perforating collagenosis. [2] Reactive perforating dermatoses, mainly reactive perforating collagenosis are the closest differential diagnosis on histopathology. The lesions can be treated with topical or intralesional corticosteroids, cryotherapy, tacrolimus or imiquimod cream. [11, 12] However, it has been reported that the treatment for this entity is disappointing and that no treatment at all is as useful as any treatment. [2] The diagnosis in this case was suspected on clinical grounds based on the history of tattoo application and the presence of a typical annular lesion with multiple plugs. Histologic examination confirmed the diagnosis and emphasized the importance of clinico-pathologic correlation. It is also emphasized that multiple sections of a biopsy may need to be taken in order to reveal the characteristic, but focal epidermal communication.
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Departments of Pathology and 1 Dermatology, All India Institute of Medical Sciences, New Delhi, India A rare areolar growth developing late in pregnancy Sir, We present the case of a 28-year-old lactating woman presented to the gynaecology outpatient department with the complaint of a warty growth arising from the areola of her right breast. The growth was slightly painful and interfered with feeding. She noticed the growth during the third trimester of her pregnancy that progressively increased to the present size [ Figure 1 ]. General physical and systemic examination was unremarkable. Examination revealed a unilateral 2 × 3 cm sized, irregular, dark-colored, wrinkled, firm areolar growth just lateral to the nipple having a midline cleft. Small openings were also present at the base of the growth that expressed milk on pressure. Surface temperature was normal and the growth was non tender. The breast showed no other skin changes or nodularity. Left breast was normal with a normal contour and adequate milk discharge. Axillary and supraclavicular lymph nodes were not palpable.
Her menarche was at 14 years of age and there was no history of hormonal therapy. There was no family history of similar or other breast anomalies, diseases, or malignancy. Baseline investigations such as hemoglobin, blood sugar level, urine analysis, kidney and liver function test results were normal. The abdomen and pelvic sonography reports were within normal puerperal limits. Cytology of the milky nipple discharge did not reveal any malignant cells. The areolar growth was excised under local anesthesia with a 1 cm margin [ Figure 2 ]. The cut edges were approximated with interrupted sutures and breast support dressing was done. Histopathological examination exhibited elongated rete ridges in the epidermis, pilosebaceous units containing keratin material, and scattered smooth muscle fiberous stroma [ Figure 3 ] along with ductal tissue, suggestive of intra-areolar polythelia also called as nipple dichotomy. Followup visits at 1 and 2 months showed satisfactory healing and lactation. 
